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Cancers are among the most important diseases of modern times. Effective 
treatment, which can improve both the quality and length of life, is now 
possible for an increasing number of patients who develop the disease. 
Nevertheless cancers remain feared, and not without some reason. Most of 
us will be touched by them either directly or indirectly and despite 
improvements in treatment one in four people in this country still die of a 
cancer. 


Preventative measures, of which reduction in smoking is the most important, 
and early detection through screening have a major part to play in reducing 
the human misery caused by cancers. There have been great advances in 
treatment and care with more important developments likely soon but we 
must do everything we can to ensure that those who do develop the disease 
have access to skilled and appropriate treatment delivered promptly and with 
humanity. 


The aim of this report is to create a network of care in England and Wales 
which will enable a patient, wherever he or she lives to be sure that the 
treatment and care received is of a uniformly high standard. It is not a 
blueprint but a strategic framework to help commissioners and providers of 
cancer services to make well informed and wise decisions. 


We could not have prepared the Report without the enormous help received 
from our Expert Advisory Group, those who gave presentations to the group 
or submitted papers and the many hundreds who commented on the 
consultation report. 


Dr Kenneth Calman Dr Deirdre Hine 
Chief Medical Officer Chief Medical Officer 
England Wales 
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(ESS 


BACKGROUND 


Cancer places a heavy burden of disease on the community. One in 
three people will get the disease and one in four will die from it. Its 
multiple sites, presentations and complications and the complexity 
of its treatment present a major challenge to the NHS. In addition, 
the individual consequences of the diagnosis of a malignant disease 
for patients are far reaching and profound. Cancer is still regarded by 
the public as an especially threatening disease and one which to 
some extent is still a taboo subject. 


The Health of the Nation White Paper identified the potential for 
reducing deaths from cancer by prevention and screening, and the 
Service has shown its commitment to realising that potential. Many 
health carers are especially concerned with the early clinical 
diagnosis of cancer and its management at first presentation, usually 
by surgery. Subsequent treatments may be time-consuming and 
unpleasant for patients and not always effective. If cancer is 
advanced at presentation or recurs after initial therapy the outcome 
is often poor and the burden of palliative care upon the health care 
system is substantial. 


There are huge economic consequences resulting from cancer. The 
cost of cancer care to the NHS is estimated to be as much as 6% 
(over £1 billion) of NHS hospital expenditure but the effects on the 
economy go far beyond this to include substantial financial burdens 
upon families and carers resulting from the disabilities and deaths of 
people during their productive middle years. 


Cancer is not a single disease but a range of diseases with some 
common features but also distinct characteristics that vary 
according to anatomical site and morphology. A few common 
cancers cause a large part of the pressure on patients, their carers 
and the health services. Cancers of the lung and lower bowel in both 
sexes, breast in women, and prostate in men, between them make 
up around half the total number of cancers registered in the UK 
(excluding non-melanoma skin cancers). 


Research in cancer covers a wide spectrum including basic 
biomedical sciences, applied laboratory research, epidemiology, 
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clinical research and treatment development and health services 
research, including the evaluation of symptom control and palliative 
care. 


The Expert Advisory Group on Cancer noted with concern that in the 
UK there were apparent variations in recorded outcomes of 
treatment. The difficulties of ensuring that the populations studied 
and the methods of data registration within the country and between 
countries were acknowledged and the need for further studies was 
evident. The Group recognised the key role of cancer registries. 


The overall incidence of cancer is rising. It is predominantly a 
disease of the elderly. With an ageing population some increase is 
to be expected, but there are some cancer sites, notably breast, 
prostate and skin where the recorded incidence is rising faster than 
can be accounted for by this alone. 


It was against this background that the Chief Medical Officers for 
England and Wales established an Expert Advisory Group on Cancer 
(EAGC). Their first task has been to prepare this policy framework 
for commissioning cancer services. A list of members and their 
affiliations is at Annex A. Members of the group attend as 
individuals and not to represent the views of specific bodies or 
organisations. 
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This report will serve to outline the direction in which cancer 
services in England and Wales should be developed. Discussion 
locally and nationally with purchasers, providers and professional 
bodies will be needed before they can be implemented. The EAGC 
are working with the Clinical Outcomes Group in England and the 
professions to develop more specific disease-related guidelines 
starting with the commoner cancers. Subsequent reports will be 
concerned with other aspects of cancer care. 


Discussions have built on work already available, some going back 
over 20 years. This included the document Cancer Care and 
Treatment Services: Advice for Purchasers and Providers produced 
by the Royal College of Radiologists and Royal College of Physicians; 
the Review of the Pattern of Cancer Services in England and Wales 
from the Association of Cancer Physicians; the Protoco/ for 
Investment in Health Gain produced by the Welsh Office; the 
Scottish Office’s Management of Non-Surgical Cancer Services in 
Scotland; and the Report of an Independent Review of Specialist 
Services (Cancer) in London. Work done recently on the provision of 
cancer services is useful to purchasers. 


The Group especially noted the "patient centred" approach taken by 
the Protocol for Investment in Health Gain produced by the Welsh 
Office. The group also reviewed the substantial international 
literature on cancer survival in relation to patterns of care. 

It was noted that improved outcomes are associated with 
specialised care for uncommon cancers and that many studies also 
suggest this association for commoner cancers. Research in this 
area is summarised at Annex B. 


The Expert Advisory Group noted encouraging signs in the 
management of cancer. For example, surgical and radiotherapeutic 
techniques have improved with benefits to patients; there have been 
dramatic advances in the management of some of the less common 
cancers, particularly those occurring in childhood. In several 
common cancers the use of drug treatments has been associated 
with modest but significant increases in cure rates in some groups of 
patients. Advances in basic sciences suggest the possibility of 
exciting new treatments in the coming decades. There have also 
been significant advances in symptom palliation, particularly in pain 
control, and the professions involved in cancer care have sharpened 
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their emphasis on maximising the quality of life of cancer patients. 
It is therefore timely to review cancer services to ensure that these 
benefits are made available to all cancer patients. 


The Group recognise the size and complexity of their task. Cancer 
services involve primary, secondary and tertiary services, many 
charities, all of the Royal Colleges, university departments and 
research groups and other health care professional bodies. Services 
are diverse, reflecting wide variation in the density of the population 
of England and Wales. Cancer services must respond to the changes 
in management brought about by changes to the NHS, with both 
purchasers and providers re-examining their patterns of cancer care. 


The management of cancer will be influenced by substantial changes 
in the application of existing technologies (eg adjuvant 
chemotherapy, bone marrow transplantation, modern palliative care). 
Services also need to be flexible in responding to emerging 
technologies and new research findings such as the identification of 
gene carriers and molecular diagnostic techniques. 


This report has been prepared following an extensive consultation 
with professional bodies, the National Health Service, related 
charities, Community Health Councils in England and Wales and 
other organisations. Over 300 responses were received which were 
generally very supportive. Key individual concerns have been 
carefully considered in the preparation of the final report. 


The Group has welcomed the opportunity to work with other 
agencies in the development of a sound base for the provision of 
Cancer care. The voluntary sector was particularly active, notably in 
research, palliation and patient information and support. 
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GENERAL PRINCIPLES 


The principles which should govern the provision of cancer care are: 


il) 


iil) 


iv) 


v) 


vi) 


vil) 


All patients should have access to a uniformly high quality of 
care in the community or hospital wherever they may live to 
ensure the maximum possible cure rates and best quality of 
life. Care should be provided as close to the patient’s home as 
is compatible with high quality, safe and effective treatment. 


Public and professional education to help early recognition of 
symptoms of cancer and the availability of national screening 
programmes are vital parts of any comprehensive programme 
for cancer care. 


Patients, families and carers should be given clear information 
and assistance in a form they can understand about treatment 
options and outcomes available to them at all stages of 
treatment from diagnosis onwards. 


The development of cancer services should be patient centred 
and should take account of patients’, families’ and carers’ 
views and preferences as well as those of professionals 
involved in cancer care. Individuals’ perceptions of their needs 
may differ from those of the professional. Good communication 
between professionals and patients is especially important. 


The primary care team is a central and continuing element in 
cancer care for both the patient and his or her family from 
primary prevention, pre-symptomatic screening, initial 
diagnosis, through to care and follow up or, in some cases, 
death and bereavement. Effective communication between 
sectors is imperative in achieving the best possible care. 


In recognition of the impact that screening, diagnosis and 
treatment of cancer have on patients, families and their carers, 
psychosocial aspects of cancer care should be considered at all 
stages. 


Cancer registration and careful monitoring of treatment and 
outcomes are essential. 
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4. RECOMMENDATIONS 
4.1 THE NEW STRUCTURE FOR CANCER SERVICES 


4.1.1 The new structure should be based on a network of expertise 
in cancer care reaching from primary care through Cancer Units 
in district hospitals to Cancer Centres. In this way the Expert 
Advisory Group seek to ensure that the benefits of specialised 
care are available to all patients either close to their homes or, 
when necessary, by referral to special Centres. 


1 ed This network of care is intended to deliver a uniform standard 
of high quality care to all patients. Integration with relevant 
non-cancer services is essential. 


Three levels of care are proposed: 


i. Primary care is seen as the focus of care. Detailed 
discussions between Primary Care Teams, Units and 
Centres will be necessary to clarify patterns of referral 
and follow up which will ensure the best outcomes. 


il. Designated Cancer Units should be created in many 
district general hospitals. These should be of a size to 
support clinical teams with sufficient expertise and 
facilities to manage the commoner cancers. 


iii. | Designated Cancer Centres should provide expertise in 
the management of all cancers, including common 
cancers within their immediate geographical locality and 
less common cancers by referral from Cancer Units. 
They will provide specialist diagnostic and therapeutic 
techniques including radiotherapy. 


4.1.3 The integration of these three levels of care with each other 
and with non-cancer related services should provide a 
comprehensive cancer service. Where there are several district 
hospitals within an area, purchasers and providers may wish to 
agree together the development of the cancer unit for one 
particular cancer or group of cancers in one hospital and 
another cancer or group of cancers in another hospital. 


4.1.4 Services should be planned to minimise travelling times whilst 
maintaining the highest standards of specialist care, using local 
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4.1.5 


4.1.6 


expertise and agreed protocols. In particular, this network is 
one of proficiency and not of buildings. It may however be 
appropriate in some areas to relocate or re-build some facilities 
to create effective cancer services. This should provide 
flexibility for future developments and changes to the 
management of cancer. 


Although there will be some variations in patterns of practice 
across the country, Cancer Units or Cancer Centres which use 
different methods of treatment should be expected to justify 
them on scientific or logistical grounds. 


The achievement of the changes we propose will require 
careful monitoring. The cancer registries have an important 
position in this through their ongoing registration of a 
comprehensive data set on all cancer patients. This allows 
time trends to be followed in relation to the epidemiology of 
the disease and treatment and survival rates to be overseen. 
High quality comprehensive cancer registration data enable 
Health Authorities, Trusts and clinicians to monitor and audit 
service performance. 
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4.2 THE CANCER UNIT 
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4.2.3 


4.2.4 


4.2.5 


The Cancer Unit would normally be a district hospital with a 
full range of supportive services, and should agree with 
purchasers the range of services to be provided. These must 
include arrangements for the close integration of primary and 
secondary care and the identification of appropriate rapid 
referral patterns for patients with symptoms indicating a high 
risk of a diagnosis of a malignancy. 


It is not expected that the Cancer Unit would be separated 
from the other hospital services but rather that it should be an 
integrated part of the hospital. The hospital should ensure site 
specific consultation in clinics led by consultant specialists eg 
breast clinic, gastrointestinal clinic. The most common cancers 
are initially managed by surgeons and the provision of 
appropriate surgical specialists to manage patients in this 
phase of their illness, either for their diagnosis or for the 
performance of a major surgical resection, is essential. The 
service within Cancer Units in district hospitals is in many 
ways surgically led and this is not likely to change in the 
foreseeable future. 


Surgical sub-specialisation in the common cancer sites within 
the Cancer Unit is essential and a hospital should only seek to 
function as a Cancer Unit if the volume of work related to each 
cancer site is sufficient to maintain such sub-specialisation. 
Similar considerations apply to the work of physicians in 
cancer care. All specialities with responsibility for cancer care 
should form a network for audit with other cancer units and 
centres. 


It will be necessary to allow flexibility for emergency 
presentations of cancers in hospitals without Cancer Units. 
Arrangements should however be in place for rapid referral of 
patients to, or liaison with, a Cancer Unit or Centre. 


It is anticipated that the Cancer Units will only have a 
sufficient volume of work to provide secondary care for the 
commoner cancers. The exact number of cases required to 
justify such site specialisation will be the subject of guidelines 
to be developed in consultation with the relevant professional 
bodies. It is expected that the commoner cancers (breast, lung 
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4.2.6 


4.2.7 


4.2.8 


and gastro-intestinal) will normally be cared for in a Cancer 
Unit, or in a Cancer Centre for patients in the immediate 
geographic area. Most Units will not have a sufficient workload 
to justify the development of services for less common or rare 
cancers. 


The presence of appropriately trained site-specialised 
consultant surgeons in the Cancer Unit and the development of 
appropriate specialisation providing care for an adequate 
number of patients are fundamental. In future the surgical 
management of cancer should be carried out by consultant 
surgeons who specialise in a particular anatomical area. This 
work may encompass non-malignant conditions as well as 
cancers. This is the pattern in many hospitals at present but 
the development of such specialty interests as breast diseases 
and gastro-intestinal diseases, which are important for cancer 
care and for identification as a cancer unit, will have a 
significant impact on the organisation of surgical services in 
some hospitals. 


The detailed work with appropriate professional bodies 
necessary to reach conclusions about the minimum acceptable 
volume of work in any cancer is already beginning. The Royal 
College of Surgeons is looking at issues of workload and 
specialisation and the Royal College of Radiologists is studying 
accreditation and quality assurance within radiotherapy 
centres. The Royal College of Obstetrics and Gynaecology has 
established training programmes in gynaecological oncology. 
The Royal College of Nursing has published research based 
Standards of Nursing Care for Cancer Patients and Standards 
for Cancer Nursing Education are in final draft. 


A lead clinician with a well-established interest in cancer care 
should be appointed to organise and coordinate the whole 
range of cancer services provided within the Cancer Unit. 
Specific sessions to perform this work will be necessary. The 
lead clinician should be responsible for ensuring that high 
quality cancer services are delivered and effectively co- 
ordinated. Specific responsibilities should include: 


ensuring supervision of the facilities for cancer care; 
ensuring there is adequate non-surgical support; 
supervising arrangements for audit and for continuing 
medical education; 
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4.2.9 


4.2.10 


4.2.11 


4.2.12 


meeting regularly with colleagues from other Cancer 
Units and Cancer Centres and general practice to 
guarantee uniform standards; 

developing protocols between primary care, Cancer Units 
and Cancer Centres to ensure an effective network of 
high standard care. 


The involvement of the lead clinician with surgical and non- 
surgical colleagues in developing and maintaining the cancer 
service of the host hospital will be an essential element in 
making sure that cancer services receive adequate priority in 
that hospital. | 


Great importance is also attached to the integration of the 
work of the Cancer Units with the Cancer Centre. This can 
only be achieved by strong links for all the professions, 
common treatment policies, audit arrangements and 
participation in trials. 


Multi-disciplinary consultation and management are essential 
and each Cancer Unit should have in place arrangements for 
non-surgical oncological input into services. A non-surgical 
oncologist (either a medical oncologist accredited by the Royal 
College of Physicians or a clinical oncologist accredited by the 
Royal College of Radiologists) who practices in a Cancer Unit 
should also hold an appointment at a Cancer Centre. Local 
arrangements will depend on cancer site specialisation by the 
oncologist and the Cancer Unit, but sufficient time must be 
available in the Cancer Unit to guarantee a firm commitment to 
those local oncology services. This means a minimum of five 
sessions of non-surgical oncology time, even in the smaller 
Cancer Units. 


There are several ways in which the non-surgical oncology 
input might be achieved. One would be for one or more 
clinical oncologists with a special interest to visit the Cancer 
Unit. Another would be the appointment of a medical 
oncologist to work in the Unit as well as the Cancer Centre. 
Combinations of these approaches are possible. Each Unit 
should evolve its own pattern based on its size, the number of 
patients with cancers of different types treated, previous 
patterns of practice and staff in post and its distance from the 
Cancer Centre. 


11 






- i ie 


oO tin —_—" ost} 6s tietonrn ‘oud ‘2 el ae 
ayit: Une? wan act? eipiw eink ous 2 sr ) 
Hontong sft le wl ain eran 4 ba iteabaks 4 vino 
five. af ection shaded HOE a, nae 2 fic 
ve n Cae 
: Ae DEA arr beig neinesnelieds a4 (eh a 
> eiTiE ety * Overt Shore | be) ERs | ie . 
\ seviee Of heii tesigrii . . 
Lhe Mle DONE NBS Jalgolignde 
5 seiQotOOAe ta alte «10 'phabaleyc 2 soo: 
solton ae letiphlalig. te agelio? ts 
a0 an mame newWlod ole t ork 
> A aay iad tte: fy Bogaet Hw etramed am : 
nF regis fed . ind ‘wore? bra igok 
Tull ¢ eeine mii ju oI tila relna? bsening pool 7 
nich 6 ante onl? J Agaiiee Yabtosne lssalaecdt |? 
iw reve -oinil VOakgNe TRghUE-tey 0 erraiaae = 


alte, | mow 


J a1 
7 colaation sci tage [hyaee terover ew 61 

ap Ww eto. leg Vinee aga » ioe ri ha! 

ip 7 iwi Piet 6? fee ie * b aid. Seinen inci _ ah) 

“ben & te Inenve ; Hie 4 

»@ xxl : 

os wn a sa AA Be Segoe 

ir 1203 .oldigege arn met ° a) hs re iat ty 7 

aden art ene si? ge Seeedcre ae oie Dleeoria 

<  gworveng, bag aly: Nes ee 
mee oh Seon a] Mista! 1 "hee ws ee pac te 


































ort) ge) ie wniy: 
9 . - 


4.2.13 


4.2.14 


4.2.15 


4.2.16 


Whatever arrangement is agreed locally, the work of the non- 
surgical oncologist must allow the opportunity for taking part 
in professional education, development and audit so that 
current knowledge is rapidly available and disseminated within 
the Cancer Unit. 


The Expert Advisory Group strongly support the initiative of 
the Joint Council for Clinical Oncology between the Royal 
College of Physicians and the Royal College of Radiologists in 
addressing the issue of non-surgical oncology. The essential 
contribution which medical oncologists from the Royal College 
of Physicians and clinical oncologists from the Royal College of 
Radiologists make to the management of cancer may overlap. 
The Expert Advisory Group on Cancer warmly welcome the 
move towards closer integration of their work and the 
development of core training by the Joint Council. 


Although the development of cancer services must initially take 
place with specialists already accredited or in active training in 
these areas, the Expert Advisory Group feel that in the medium 
and long term, service developments would be facilitated by 
further collaboration between these two non-surgical oncology 
specialties. Representations from both Royal Colleges 
supporting increased numbers of consultants in each case have 
been made and purchasers are encouraged to consider 
carefully the need for appropriate manpower development in 
both areas. 


Nursing care for inpatients at ward level and for outpatients in 
the Unit must be planned and led by nurses who have 
benefited from post-registration education in oncology. The 
nursing service must be structured to ensure access to 
specialist nurses: 


* with site specific expertise, for example in breast care; 


* with specialist skills, for example lymphoedema 
management and cytotoxic chemotherapy administration; 


* with expertise in related areas, for example symptom 


control, post-operative analgesia, counselling and 
psychosocial support. 
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4.2.17 


4.2.18 


4.2.19 


4.2.20 


4.2.21 


The services of the cancer unit should include palliative 
medicine consultation, access to counselling and other forms 
of psychological help. Supportive care, prosthetics and stoma 
care, appropriate complementary therapies and the 
encouragement of local self help groups are all important 
components in providing the best cancer care. Other services, 
such as physiotherapy, dietetics, speech therapy, occupational 
therapy, chaplaincy and social services should all be easily 
available. 


Chemotherapy should be given only in a specified location or 
locations in the hospital supported by specialist staff, 
particularly clinical nurse specialists in oncology, and other 
Cancer nurses. The provision of non-surgical cancer care 
scattered throughout hospitals by a range of different 
disciplines is potentially dangerous and should be discouraged. 


The administration of chemotherapy and biological therapy is 
possible in the Cancer Unit for many forms of cancer. 
However, the Unit should seek to deliver these treatments only 
when it has appropriate facilities and sufficiently experienced 
multi-disciplinary teams. The Joint Council for Clinical 
Oncology has recently issued guidelines covering the quality 
standards that must be observed whenever chemotherapy and 
biological therapy are administered. Treatment protocols 
delivered in the Cancer Unit should be the same as those in the 
Cancer Centre. Where the Cancer Unit lacks facilities to 
provide these safely, patients should be transferred for that 
phase of their management to the Cancer Centre. 


Radiotherapy should normally be confined to Cancer Centres. 
In localities remote from a Centre, purchasers will need to 
consider the case for existing Cancer Units continuing to 
provide limited radiotherapy services in close collaboration with 
a Centre. 


The size of a population served by a Cancer Unit cannot be 
inflexibly defined but will be determined by the number of 
cases of each cancer type being seen there, related to 
professional guidance on the number of cases necessary to 
develop and maintain expertise. Not all district hospitals will 
be Cancer Units. Their location will be influenced by the 
distance of that population from a Cancer Centre and from 
other Cancer Units. 
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4.2.22 


4.2.23 


4.2.24 


Development of the Cancer Unit will present an opportunity for 
integration with haematological oncology services provided by 
haematologists in district hospitals. Where there is an 
established haematological oncology service, it may be 
incorporated into the Cancer Unit and some nurses with 
training in oncology used for patients with haematological 
cancers and solid tumours. It is important to avoid duplication 
and waste of resources between the facilities available for 
haematological malignancies and those for solid tumours. 
Similar considerations about the number of cases treated to 
ensure adequate expertise will apply to haematological 
oncology as to solid tumours. 


The Cancer Unit should have a special responsibility for 
integration with the primary sector, with multi-disciplinary 
palliative care services and rehabilitation services which should 
be provided as close as possible to the patient’s home. There 
must also be clear routes of liaison and referral to palliative 
care and rehabilitation services, to allow access for in-patients 
and out-patients in the Cancer Unit. 


The Cancer Unit will have an important role in Education and 
Research. All trainees in oncology must be trained in the 
management of patients in a Cancer Unit. Cancer Units will be 
expected to become involved in appropriate clinical research 
and the development of diagnostic and support services. 
Within district hospitals with Cancer Units there will be 
significant implications for the development of clinically related 
services, particularly haematology, pathology and radiology. 
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4.3 THE CANCER CENTRE 
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4.3.2 


4.3.3 


4.3.4 


4.3.5 


The Cancer Centre should ideally be part of a large general 
hospital providing services for patients with commoner cancers 
in the same way as the Cancer Unit, as well as an additional 
range of specialised services which it will normally provide in 
support of Cancer Units. Contractual arrangements should be 
reached by purchasing authorities with a Cancer Centre. The 
Cancer Centre should deliver a full range of cancer treatments 
to encompass treatment programmes for less common and rare 
cancers and those treatment regimens which are too 
specialised, technically demanding or capital intensive to be 
provided in the Cancer Unit. A small number of very rare 
cancers (eg choriocarcinoma) should be managed in a small 
number of Cancer Centres to ensure adequate specialisation. 


Specialisation in cancer sites should be further developed in the 
Cancer Centre both for diagnosis and treatment: surgeons and 
physicians with special skills should practice here. The 
opportunity for specialised multi-disciplinary consultation for 
patients will be available for almost all types of cancer. 


Links with other specialists from non-cancer areas will ensure a 
full range of support and rapid deployment of new techniques 
which are relevant in many areas. 


Definitions of the Cancer Centre have been developed by 
several bodies. The hallmarks of a Cancer Centre are a high 
degree of specialisation and comprehensive provision of all of 
the facets of cancer care necessary in modern cancer 
management. The London Implementation Group 
recommended that Cancer Centres be defined as those with 
eight or more non-surgical cancer specialists to ensure an 
adequate range of site specialisation. It has been recommended 
that these Centres should serve a population of at least 
1,000,000, though this remains under review. This was a 
development from the Royal College of Radiologists’ 
recommendations that Cancer Centres should serve a 
population of a minimum number of two-thirds of a million 
people. 


Nursing care in the wards and departments of a Cancer Centre 
should be planned and delivered by nurses with a post- 


15 























By Vener F 
lenoibts re v6 i 
ni shiver vitentdry Hw at 
ed Siuerts escsrnepesne (etter etn arin 89 48 
afT .svine) 199n82 6 filw @ ; 
sinenieert tora 16 age es & ravi bivorre 
167 bre Nerwnos 223! lot Sapo JASE 

oo? sw doiriw enacnipen sramiee)h eee 
act ot OVvite ni f Bren ts 10 Aap agtey yt uty 
sim yw oor Verrie A 


a2 9TH pete gwans of esa w0n8 to ream 


1G onan éd bluofte asiie wonialel Hoiréeiiginede 
oumue areminsy Gng eigongealb vit digd S199 e9ne! - 
| ot solide biveda sitile isiaaqeaisiw aneioiayag © 
203 ywientigqmelb-diitum bezilgipeqa wi yiinunogga 1 

to 26qy7 la teormipz, wl outellovs od liv ainsitsq +7 


coh WINES+1On MON 4 Jeiinioage writo dtiw edn i 
nine! wet To Ineryolgeb bide bog Sie@que to spre) Hut ©) 
2eore ynem  tneveis: sé risiriw : “a 


Jeveb need oven swosd) ieanett oir to anoisinitad 

| "iN? jer o to ahmentind eft cseibod svavee = - 
Pave svignedengina brit hGeerlaiseqe lo segsb) oF 
3 “SHO Ai YISeeSPRH BO! eoNEs to efsosi ory 
wire noltesnarnelartl rebnies edt Jnemepsasm - 
aeun! 28 benlteb od eeragOgonsd set bobnammose:—. : 
sivace eF ateilaioeqes Jg@igpbe-non s.om10 Sripis 
TG) Penel eeiel 3 ‘clenaraeareren sam 3 agns) siaupebe ‘a 
fesal je Yo noislugaq 6 avige £ oe 2arine. s2ertt tent; 

6 giw eulT .wepteet webu 2 eb i dguortt ,000,000,T 
‘2iaipeloibal to sgeltod ever? Br art site “Fy 














& ov1se ae wsigab nem : 
notin & 40 Sealdmowd tw ru On minim s to a ilogoq : 
- ’ sd ie Ladin / 






; Pk nai : 


Jen : 4, 








i oy oa 


siined TSANG) § >= pl 663 
“i “380g " {fi Gg 
J 4 iw - _ 
ee aie 
7. ok AY 
x - cre vt \ ma oe) 
ae ae 


-_ iy 






4.3.6 


4.3.7 


4.3.8 


4.3.9 


registration cancer qualification or who are in the process of 
gaining such a qualification. 


Clinical Nurse Specialist skills include: 


* Intravenous Cytoxic Chemotherapy 
* Palliative Care 

* Breast care 

* Rehabilitation/Psychosocial support 
* Lymphoedema Management 

* Stoma Care 


The Cancer Centre should also commit itself to providing 
advanced cancer nursing education for those within and 
outside the centre. 


Therapy radiographers within a Cancer Centre need a wide 
range of skills: technical expertise to deliver the day to day 
radiation treatment, counselling and supportive care of patients 
during the course of their treatment, and managerial skills to 
ensure a Safe and efficient service. Therapy radiographers 
should hold at least the approved qualification of the College of 
Radiographers. 


The Expert Advisory Group recognise that it is impracticable to 
devise a satisfactory single blueprint for a Cancer Centre but 
the essential element defining such a Centre is the expertise of 
the health care professionals concentrated within it. It is this 
which has to be comprehensive and of high quality. Expertise 
in the management of rare cancers will only be achieved by the 
degree of site specialisation and multi-disciplinary care available 
in the Cancer Centre. 


Although the Expert Advisory Group believe that a Cancer 
Centre will normally serve a population of more than 
1,000,000, careful consideration of geographical constraints 
will always be necessary to ensure a balanced service. A 
population base of two-thirds of a million should however be 
considered an absolute minimum. 


The services that will be a feature of most Cancer Centres are 
readily identified: 


* Paediatric and adolescent cancer services. All 
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4.3.10 


4.3.11 


4.3.12 


populations should have access to these services 


* The assessment and management of rare cancers in 
multi-disciplinary teams and the accumulation of expertise 
in these treatments 


* Specialist surgical services including plastic and 
reconstructive surgery 


* Intensive chemotherapy particularly involving 
complex haematological support such as bone marrow 
transplantation and peripheral blood stem cell support 


* A full range of radiotherapy facilities with appropriate 
numbers of clinical oncologists to ensure specialised 
application 


* Medical oncology 


* Sophisticated diagnostic facilities (pathology and 
imaging) 


* Special expertise in palliative care and rehabilitation. 


The range of services in the Cancer Centre will depend upon 
the pattern of service within local Cancer Units. Local Units 
should transfer care to the Centre either for the entire 
management of patients with particular malignancies or for part 
of the management of those patients if the Units are unable to 
provide the required protocols for treatment or where the 
volume of work is too small to justify its provision in the 
Cancer Unit. 


In some regions it is possible that all cancers of certain types 
will be managed in the Cancer Centre for either surgical or non- 
surgical anti-cancer treatment, with patients returning to local 
Cancer Units for follow up. 


The Cancer Centre represents a centralisation of expertise of 
many disciplines and it is desirable that it should be brought 
together in one hospital or by one administrative structure. 
However, a network for provision of care to obtain adequate 
expertise drawing on different hospitals might be unavoidable 
in some parts of the country. In some cities, it may be 
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4.3.13 


4.3.14 


4.3.15 


4.3.16 


4.3.17 


necessary to involve several hospitals including those from 
different provider Trusts to ensure that sufficient expertise is 
drawn into the Cancer Centre. 


Where it is not possible to concentrate all expertise in one site, 
close collaborative structures and managerial integration are 
needed with the identification of lead clinicians appointed to 
ensure the development and function of the Centre. This will 
ensure multi-disciplinary team working, allowing staff with 
particular skills to be identified. 


The Cancer Centre has an important role in training, continuing 
medical education and clinical audit for health care 
professionals. 


Research and development and the entry of patients into 
clinical trials should be the responsibility of the entire network 
of Cancer Units and Centres. Although research laboratories 
and the coordination of trials would be expected to be mainly 
the business of the Cancer Centre, the entry of patients into 
trials should be the responsibility of the whole network and 
specialists working in Cancer Units may well take a lead in 
research initiatives. 


The balance of practice between the Cancer Units and the 
Cancer Centre must vary in different regions reflecting the 
distribution of the local population, existing services and local 
expertise. The balance would also be expected to change over 
time as new treatments become available. These are likely to 
be technically demanding at first and therefore should initially 
be delivered only by the Cancer Centre. With further | 
development however, new treatments should in time become 
available in the Cancer Units. 


As with Cancer Units, there will be significant implications 
within hospitals which accommodate Cancer Centres, for the 
development of diagnostic and support services and Clinically 
related services, particularly haematology, pathology and 
radiology. 
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CHILDREN AND ADOLESCENTS WITH CANCER 


A network of Centres providing services in paediatric oncology 
exists. The maintenance of this network, its integration with 
Cancer Centres’ and the provision of specialist nursing in 
paediatric oncology must remain a high priority for purchasers. 
They will need to build on progress already made to ensure 
that all children are treated within paediatric specialist centres 
and that children’s hospices have direct links with these 
centres. 


Purchasers should look for opportunities for developing the 
treatment of adolescents with cancer. They present special 
medical and psychological problems and require specialised 
care in the Cancer Centre. The development of Centres for the 
care of adolescents with cancer is less complete and 
refurbishment, or in some instances new building, may be 
necessary. 
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4.5 PALLIATIVE CARE 


4.5.1 


4.5.2 


4.5.3 


4.5.4 


4.5.5 


Palliative care should not be associated exclusively with 
terminal care. Many patients need it early in the course of their 
disease, sometimes from the time of diagnosis. The palliative 
care team should integrate in a seamless way with all cancer 
treatment services to provide the best possible quality of life 
for the patient and their family. The palliative care services 
should work in close collaboration with their colleagues at the 
Cancer Centre and be involved in regional audit and developing 
integrated operational policies and protocols. 


Although much palliative and terminal care is provided in the 
community by primary care teams, each district must have a 
specialist resource for both primary care and hospital based 
services. This facility should work with local hospital oncology 
services and with primary care teams to allow good 
communications and rapid access to specialised palliative 
treatments for symptom control, to provide respite care and to 
give psychosocial support to the patient and family at all 
stages, including bereavement. By this means, there should be 
a smooth progression of care between home, hospital and 
hospice. 


The multi-disciplinary palliative care team should contain 
trained specialist medical and nursing staff, social workers, 
physiotherapists, occupational therapists and should relate to 
other disciplines such as dietetics and chaplaincy. 


Patient facilities should be such as to ensure privacy and 
dignity through the provision of private rooms for confidential 
discussions, and facilities to allow relatives to remain with very 
ill patients. Spiritual care of patients must be available when 
required. 


Hospice units have sometimes developed in an ad hoc fashion 
through voluntary effort and fundraising. As a result, links 
with health authorities and purchasers are under-developed in 
some areas. The quality standards and operational policies 
being developed by leading palliative care units and the 
National Council for Hospice and Specialist Palliative Care 
Services should be widely adopted to ensure high standards of 
care and integration with cancer care services to meet patient 
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need. Where new developments are proposed, providers 
consulting with purchasers should assess local needs to ensure 
that services will not be duplicated, that current services are 
being used to best advantage and that the new service will 
improve liaison and satisfy unmet needs in patient care. New 
developments must not remove resources from established 
palliative care units which are delivering high quality care. 
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4.6 
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4.6.4 


4.6.5 


4.6.6 


4.6.7 


4.6.8 


THE RELATIONSHIP OF CANCER SERVICES WITH PRIMARY CARE 


—— “waa SV EESVEN VENRVIVEDO VII FRINIAR YT CARE. 


The close relationship between primary care and secondary 
care services within the Cancer Unit and the Cancer Centre has 
been emphasised in these recommendations. The development 
of Primary Health Care Teams will enhance patient care. 


The relationship should be one of partnership in continuing care 
rather than the permanent or temporary transfer of 
responsibility for the patient. 


In order to judge the quality of care provided by their local 
cancer services, GPs (both fundholding and non-funholding) 
will require information about what constitutes "best care", 
organisationally and for individual cancers. 


Local guidelines for the identification and management of 
symptoms that indicate a high risk of malignancy need to be 
established for each cancer, with reference to nationally agreed 
and rigorously evaluated standards. 


The cancer services need to establish local referral patterns in 
co-operation with primary care. These should be flexible, 
recognising the extent to which many GPs will wish to be 
involved with the diagnostic process. 


Secondary and tertiary care services must recognise that, 
simultaneously with their medical management of the patient, 
primary care is providing psychological and emotional support, 
acting as link and advocate with the secondary and tertiary 
sectors, providing and translating information, and dealing with 
parallel non-cancer illnesses. 


The importance of communication, appropriate in time and 
content, between primary care, and the specialist services can 
not be over-estimated. Any changes in patient management 
should be made known to ali involved in their care. As with 
referral, local procedures for this need to be established. 


Discharge information should reach relevant members of 
primary health care teams on the day of discharge; this should 
include details of diagnosis, a management plan, including 
drugs, other agencies involved and information given to the 
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4.6.9 


patients and their families. 


Primary Health Care Teams must ensure that clinical changes 
are notified to the key specialist services prior to the next 
patient contact. 


The interface between primary and secondary care is important for 
purchasers (DHAs and GPFHs) and for general practitioners more 
widely. Moves that improve the continuity of care are welcome and 
of particular importance for patients with long term illnesses such as 
cancer. The prime concern must be the appropriateness of services 
at each level and the capability to ensure their quality, in particular 
the expertise of those involved. Cancer Units, and especially their 
lead clinician, will have an important role in devising ways to ensure 
quality locally. 
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4.7.3 


THE DEVELOPMENT OF THE PURCHASING PROCESS 





The development of appropriate contracting for services is a 
crucial issue. This should enable purchasers and providers to 
initiate changes designed to make specific improvements in 
services. The form of contracts, as well as the mechanisms 
for monitoring performance, strongly influence what can be 
achieved in practice. 


At present, in most contracts, many cancer services are not 
clearly identifiable because they form part of more general 
contracts, for example for surgical services. In this clinical 
area, as in others, the extent to which the overall contracting 
process becomes capable of discriminating between the 
management of different diseases, and the detailed needs of 
particular groups of patients, will help to determine the degree 
to which these recommendations are successfully 
implemented. 


Ideally contracts should be developed to cover each individual 
cancer site. An early step might be to take a common tumour, 
or organ based groups of diseases (such as Gl tract, urological 
or haematological malignancies) and use them as local models 
to build understanding and gain experience in contracting 
techniques. An illustrative framework for this is set out below 
in a form consistent with the general thrust of this document. 
Five issues are suggested for explicit reference within 
contracts, and subsequently as topics for the performance 
monitoring of those contracts. 


i. Arrangements, which might include agreed protocols, for 
referral and diagnosis of particular malignancies, and 
hence of important common precursor symptoms. 


ii. Documented systems for the coordinated delivery at the 
local level of information, Support and care between the 
Cancer Unit, the primary health care team and any 
outside providers of community services, palliative or 
terminal care. 


iii. | The effective and coordinated management of treatment 


at the Cancer Unit and the Cancer Centre. This requires 
clear documented policies for onward referral, 


24 































jar Oe 20owieer testes . 
. Jeeeg won Tete orbits» S285! 
lean erty ti Rinaieighien lezique rot Shey 


wi? herwred gnitanieniwperb to aids 

on Delezen amt bre .seesealh tie hie te : 
Y ecunmietab of -qhert lw emeltad Sa 

viuleeesaue ois ‘ronal a tot 


_ 
77, 


800 OF beaclevel ed bldede: pe ee 
6 ade] Of ad Irigitn gore ye AA .Giie Wwoned » : 
ic) a8 rove) enesselb Yo 2quaig ‘bezed nsp10 10 
te ye Seu bs (Relonsneiem. leainolotsrnssr10.. _ 
2) 1 soneiegey nite bee ghibrerabay bid ef | rane 
girty ‘wa fied wins? gvilelieulli 7A leeupinrost 
1) 19 atwwtr levenep att diiw indieientio mnol.s Gh op 
/ SSS Holes iF Haleeggule ee eoucel svid 
% Il wl edu! + yitnaupesdize DIG ,ZiasIINdD 
“efaesinus eeortt to ennenNOM 


“Sawe Sbuion itpien tally yaRomepnenA . of |e 
Shier iaiualines ° Sirongeib bre fanets: ~ 
‘ v2 Mets ae | Cie said lo sored 


i] 


; 


'.8 viewile® Detaniinegs arti 
1 @ian bose Nogave f sn ie ni 46 level ano 
nt eed dap Atteerl Ye rr ott Seesindpersieed 


2 YY SESS YEE i oe a6 | cone 7 7 


: -_ cn an 
nSeteon to toseiiQenme doe ins | gvitzette BOT | ist 
Sethe; eit AVON) wo "i i bag woe S Ae 


AWeie = > a a 
q il im 
es a oe on 
























‘ 
i 


wy) 





cM 


4.7.4 


4.7.5 


4.7.6 


management of the different components of treatment 


and the provision of specialist oncology expertise at the 
Cancer Unit. 


iv. The adoption of measures for the assessment of provider 
performance. This includes appropriate results from 
clinical audit, and from cancer registries. 


Vv. The adoption of suitable standards for prevention and 
early diagnosis services relating to the population they 
serve. 


A first step for purchasers should be to review local hospital 
services in order to identify those that will continue as Cancer 
Units. This exercise must be carried out with appropriate 
multi-disciplinary professional advice and must involve 
providers. Wider community perspectives will also need to be 
drawn into the process. A range of interested local 
organisations will exist in most places. 


On a similar basis the identity and role of the Cancer Centre 
serving the purchaser, will need to be defined. The Cancer 
Centre is concerned with the resources and expertise for the 
management of complex cases and less common diseases. It 
is in purchasers’ interest to collaborate in developing their 
approach to the role of Cancer Centres as well as the 
management of common cancers for their local population. 


The deployment of specialist oncologists in Units and their 
links to the Regional Centres are critical to the working 
arrangements at both Units and Centres. The Expert Advisory 
Group see this as a very important area for development. 


25 


ee 
ny | 



















. ~ : 
bre nolinaverq to? ain be fe aidetit to noir c 
var? nolteluqeor at Ge ght be a Wise nee | 
. sue ni ane 

| ae ee 
Isnig2on Itool weiverored btudde gee sD iin hop een 
1s>5¢16e) 26 suritien tiwy tert? seortr That “on ee th alk gaan im 
at mets ify two Seineo-dd Teun J BTW 
love Jeon pnw solvbe ts 7 
an ote Wiw asvitosaaiog 4 a HM 
iano! bateseini Io eensrA . ng : 


; enna eo | 
-4 A) itt, 


— JeonsSD ort le ales brie viivebi oe? eized peri 6f oe 
‘3 ecTT bene ad oF bean tiw , 

i neneoKs bre sewers srt risivi: amass ai | 

evcih Tocimnos seat bre eeeso XSIQMed to 3 2BNe: 

fit gr shoes (i Simodsiog oF tesneini hadaici ain 

or! et Tow @@ aenedD tmonsD to-eley ert o} oso I1ggs 

eel | jeooF tert ot ewoNkD neal 7o f . 





it hee anil nt efaspeieone’ ssihdtsece¥e sriemyeleyats eckT = 

Jo) ow selt ot Inoirho ots gepuingD fenbioeA moelbistie 
~ neex3 sAT .eavrne brig atin Mod te Zinemeapnen 

pol ge va oats asad i Yiev 8:26 art 900 a 

i} 7 


lon 


St 


eZ 


et) 


5.4 


IMPLEMENTING THESE RECOMMENDATIONS 





The Expert Advisory Group on Cancer are particularly concerned to 
see their recommendations implemented so that all patients have 
access to a uniformly high standard of care and the opportunity to 
benefit from effective new treatments as they become available. 
Decisions will have to be taken forward in the light of local 
circumstances and take account of the views of patients and their 
carers as well as the professionals involved in providing care, 
informed by available scientific knowledge and research and 
development. The Group recognise that the development of the 
ideal pattern of service should build upon existing patterns of referral 
and care and should take account of geographical constraints. 
Although acknowledging that some changes will take time, the 
EAGC would wish purchasers to move swiftly to develop plans 
which will take account of these recommendations. 


Many hospitals providing radiotherapy services in England and Wales 
do not conform to the definition of a Cancer Centre. In some cases 
the continuation of radiotherapy treatment in these locations will be 
justified because of their distance from a Cancer Centre. In such 
cases, these hospitals will be Cancer Units with radiotherapy 
facilities. It is essential that they are closely linked to a Cancer 
Centre by common treatment protocols, shared audit and 
professional communication and development. Where there is no 
geographical justification for continuation in this form, purchasers 
should work with providers to ensure the evolution of these services 
towards the provision of a Cancer Unit. The implementation of 
quality assurance in radiotherapy services as set out in “Quality 
Assurance in Radiotherapy” is important. 


The EAGC believe that the NHS Executive and the Welsh Office 
Health Department should include these recommendations in 
planning guidance at the earliest opportunity and purchasers should 
move to identify their Cancer Centres and their Cancer Units. 
Professional advice from all disciplines will be necessary in forming 
plans, particularly in relation to the number of cancer patients to be 
managed in a Cancer Unit to ensure adequate expertise. 


The primary sector is of vital significance in the provision of high 
quality cancer care, in diagnosis, appropriate referral, treatment and 
support. The relationship between primary and secondary care is, 
therefore, a key element in the successful implementation of these 
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recommendations. The Health Departments and professional bodies 
will need to ensure that the primary sector is fully involved in moves 
towards the new structure for cancer services. 


Some specific service developments will be required. Professional 
organisations have emphasised the need for the provision of 
oncology specialists: this will be essential in developing the network 
of Cancer Units and Cancer Centres. Some increases in the 
numbers of health care professionals involved in cancer care will be 
necessary. They should be strategically placed to ensure the best 
service developments. Any such developments should be fully 
evaluated in their first few years to ensure that they are effective 
and that they lead to the implementation of these recommendations. 
The need for new resources is likely to be incremental over a period 
of about five years. The provision of one postholder training posts 

( the post exists only for as long as it takes to train the postholder) 
to produce adequate numbers of consultants to fill the required 
posts In medicine and adequate numbers of specialists from other 
health care disciplines is an approach that the EAGC would like the 
NHS Executive and the Welsh Office Health Department to consider. 


Research and Development to evaluate aspects of cancer care will 
be necessary. Topics may be identified by the Research and 
Development Directorates for national, regional or local funding. 


The minimum number of patients managed in a Cancer Unit by 
individual specialists to a satisfactory standard of care needs to be 
determined. Work to that end - to which professional organisations 
should contribute - should proceed rapidly. 


The use of Clinical Audit in Cancer Units and Cancer Centres in 
association with Cancer Registries will be important to monitor the 
development of the service network and its function. 


The Expert Advisory Group believe that purchasers have a crucial 
role in developing a uniformly high quality of cancer care for all 
cancer patients in England and Wales and for ensuring that patients 
have access to, and can benefit from, new management approaches 
as they emerge in coming years. 


5.10 The NHS Executive and the Welsh Office Health Department should 


develop networks for the implementation of these recommendations. 
They should work with the Expert Advisory Group to develop ways 
of monitoring the effectiveness of the changes resulting from the 
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recommendations in improving patient care and report regularly to 
Ministers. 


5.11 The Expert Advisory Group and the Welsh Office Health Department 
would like to work with the NHS Executive to develop ways of 
monitoring implementation and to receive reports from them on 
progress made. 
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SUMMARY OF RECOMMENDATIONS AND ACTION POINTS 





f All cancer patients should have access to a uniformly high standard 
of care. 


ii. The needs of patients and their carers should be the primary concern 
of purchasers, planners and professionals involved in cancer 
services. 


Action Purchasers, Provider Units and Professional Bodies. 


iii. | Cancer Centres and Cancer Units should be established to provide 
an integrated network of cancer care. Effective communications 
between components, including communication between Cancer 
Centres are vital. 


Action Purchasers, Cancer Units and Cancer Centres as they are 
identified. 


iv. There should be a clear understanding of appropriate referral and 
follow up patterns between General Practitioners, Cancer Units and 
Cancer Centres. These should be based on agreed guidelines and 
information on quality and outcome of care and should involve 
patient groups. 


Action Commissioning authorities to facilitate discussion between 
GPs, Patient Groups, Units and Centres. 


Vv. Cancer Units should appoint a lead clinician to coordinate services 
for cancer patients in a Unit. The lead clinician should be closely 
involved in negotiating service agreements with purchasers. 


Action Cancer Units. 


vi. Professional bodies should urgently develop guidance on the level of 
expertise and support required to manage the commoner cancers. 


Action Health Departments and Professional Bodies. 

vii. The Health Departments to work with professional bodies in 
developing the role of Primary Health Care Teams in the 
management of cancer. 


Action Health Departments and relevant professional bodies 
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viii. Each Cancer Unit will need to have input from non-surgical 
oncology. Development of appropriately trained staff will take 
several years. We welcome and encourage the collaboration 
between medical and clinical oncologists. 


Action Royal College of Physicians and Royal College of Radiologists. 


ix. There are manpower implications for all specialties and professions 
involved in cancer care. Discussions should be held with appropriate 
professional bodies. 


Action Health Departments and professional bodies to coordinate. 


x Radiotherapy should normally be provided in a Cancer Centre. In 
exceptional geographical circumstances it may be necessary to 
continue to provide radiotherapy in Cancer Units closely linked to 
Cancer Centres for existing quality assurance and audit purposes. 


Action Purchasers and providers to identify radiotherapy centres that 
need to be outside Cancer Centres and to ensure that they 
have close links with a Cancer Centre. 


xi. Palliative care and symptom control should be available at all stages 
of a patient’s illness. Hospitals, primary care, social services and the 
voluntary sector should all be involved. 


Action Commissioning authorities should develop a local plan for 
delivering palliative care, bringing together all providers. 


xii. Education, audit, research into cancer care and the entry of patients 
into trials are important parts of the programme. 


Action Royal Colleges, Purchasers, Providers, University Departments 
and Charities. 


xiii. The full changes in the organisation and provision of cancer services 
recommended in this report will take several years to implement. 
There is however much that can be done now by better organisation 
and improved communication between patients, purchasers, 
providers and professionals and the voluntary sector to enhance the 
quality of cancer care and the utilisation of staff already trained. 
Specialist training of an oncologist takes up to five years and this 
assumes there are sufficient numbers of qualified doctors wishing to 
enter training and sufficient trainers available. 
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xiv. It is vital to monitor outcomes of treatment and the implementation 
of changes in services. The EAGC should in association with NHS 
Executive and Welsh Office Health Department monitor the 
implementation of these recommendations and report regularly to 
Ministers. 
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ANNEX B 
HOSPITAL BASED CANCER SERVICES 


THE RELEVANCE OF SPECIALISED CARE 


Background 


For their analysis of the evidence on optimal cancer services in 
preparation of the document "A Policy Framework for Commissioning 
Cancer Services", the Expert Advisory Group on Cancer had access to 
two sources of information: the medical literature and audit data 
provided by UK Cancer Registries. 


Although the literature on cancer services is quite extensive, they do 
not lend themselves to controlled experiments and most information 
comes from retrospective analyses. The expert group recognised that 
this limits the conclusions that can be drawn from the published data. 


Limitations of the scientific evidence 


Retrospective analyses are subject to a number of possible flaws and 
biases: 


- the population studied must be relevant to the question being 
asked. 


- conclusions drawn from a selected group of patients referred to 
a single centre may not be relevant to a general and unselected 
population. 


- the cases being studied may be an unrepresentative sample 


Case selection in determining results is important. Patients with srnall 
volume localised disease have a better prognosis than those who have 
a large amount of cancer, widely disseminated. Case selection by 
cancer services is often systematic and can lead to biases:- 


: referral to specialised centres at a distance may require that 
patients be fit. Only fit patients will therefore be represented in 
the case mix of those specialised centres. 
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- specialised centres may receive cases that are especially difficult 
and challenging. It is therefore possible that their prognosis is 
worse than for the less difficult or less challenging patients who 
might be managed in a district hospital setting. 


The importance of determining case mix and correcting for this has not 
been always recognised. 


Survival rates may be associated with socio economic status. 


- routine data collected by insurance companies indicate that socio- 
economic status and health insurance coverage in the US are 
associated with improved survival (Karjalainen and Pukkala 1990, 
Ayanian et al 1993) and UK studies support this observation 
(Carnon et al 1994). 


- US data suggests that educational status and income may have 
an independent influence on survival from different cancers (Cella 
et al 1991). 


- differences in mortality between social classes do not necessarily 
reflect different outcomes after treatment. Cancer of the cervix 
in South Thames, showed no major differences in relative survival 
from this disease by class or marital status. Differences in 
mortality appear to reflect differences in incidence through 
exposure or susceptibility to aetiological agents rather than 
differential survival (Murphy et al 1990). 


Even when the nature of the case mix is documented and corrections 
are made statistically, such studies can still be misleading. It is not 
possible to statistically correct for differences between groups which 
are not defined by known prognostic variables. Population based 
studies, have major advantages but there are few of these. 


Outcome Measures - Survival and Quality of Life 


The literature is concerned with survival as an outcome in assessing 
patterns of cancer services. Clearly survival is a most important 
outcome and it is data on this which is normally collected by registries. 
However, in providing high quality cancer care, survival is by no means 
the only outcome of importance. Patients are interested in the quality 
as well as the quantity of their survival and it is likely that different 
patterns of care will be associated with differences in quality of life. 
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The Studies to date have not addressed the measurement of quality of 
life in relation to cancer services although assessment of QL has 
become routine in some specialised units and in prospective trials. 


Studies have been focused on the benefits of "specialist care" for 
cancer patients. There are many elements within specialist care 
including the training and expertise of the individual health care 
professionals, the breadth of the multidisciplinary team available to look 
after the patient, the volume of work undertaken by a Unit (higher 
volumes are generally but not exclusively associated with greater 
specialisation) and the provision of care within teaching or non- 
teaching hospitals. Studies which have sought to assess care have 
often considered only one of these aspects of specialisation. 


Rare Cancers 


Studies in paediatric cancers and in rare cancers in adults, particularly 
testicular cancer, have been published and show consistent advantages 
to the management of these cancers in specialist centres (Stiller and 
Bunch 1990, Stiller and Draper 1989, Aass et al 1991, Harding et al 
1993). In these studies, important aspects of the skills associated 
with the specialist units which determined successful outcomes were 
identified including adequate delivery of treatment doses for 
chemotherapy, a larger volume of work and adherence to protocols. 


Moderately Common Cancers 


Studies of ovarian cancer have been carried out by a number of groups 
(Gillis et al 1991, Gillis 1993, Junor et al 1994, Kehoe et al 1994) and 
all of these studies show that care being delivered by a gynaecologist 
resulted in a better outcome than care delivered by a general surgeon, 
even when careful multivariate techniques were used to correct for 
case mix. Unpublished audit information suggests that there was a 
close relationship between the number of patients treated by an 
individual surgeon and outcome (Gillis et al, unpublished). 


In haematological malignancies there is evidence for advantages for 
specialist care in multiple myeloma (Karjalainen and Palva 1989) and 
Hodgkin’s disease (Davis et al 1987). 


For oesophageal cancer, gastric cancer and pancreatic cancer 
(Matthews et al 1986, Gulliford et al 1993, Edge et al 1993, McArdle 
and Hole 1991) successful immediate outcomes of surgery were 
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associated with a larger throughput of surgical cases although this 


effect may have been reduced in oesophageal cancer in recent years 
(Gulliford et al 1993). 


Common Cancers 


For patients with breast cancer it is clear that there is a wide variation 
in the pattern of care available in different hospitals. In the United 
States adherence to agreed consensus guidelines is greater in hospitals 
which have a greater volume of cases (Hand et al 191). Patterns of 
care are different in teaching hospitals compared to non-teaching 
hospitals (Basnett et al 1992, Wolfe et al 1993) and wide variations in 
patterns of care exist between UK district health authorities as shown 
in studies of 27,00 patients in Yorkshire (Sainsbury et al 1994). The 
differences between outcomes was associated with the adoption of 
hormone and chemotherapy in these studies (Haward et al 1994). 
Improved outcomes for breast cancer patients in university central 
hospitals were shown in large Finnish studies (Karjalainen 1990). 
German comprehensive Cancer Centres have better results for breast 
cancer that other hospitals (Ebeling et al 1982). Not all studies have 
confirmed the impact of "specialised care" in breast cancer (Bofetta et 
al 1993) but none has ever shown a disadvantage from specialised 
treatment. 


An important audit of breast cancer care carried out in the UK 
prospectively identified surgeons by peer review as having specialist 
skills in the management of this disease. The surgeons treated 2,745 
women with breast cancer from a general population of 1.2 million. It 
was found that those surgeons identified as having specialist skills had 
significantly improved survival in their patient populations at five and 
ten years after treatment. At five years patients treated by the 
specialists had an 8.9% better outcome in survival and this persisted 
to 10 years when the improvement was 7.6% even when corrected for 
case mix (Gillis et al, submitted for publication). 


Studies of colorectal cancer in the UK show considerable variation in 
surgical outcome (McArdle and Hole 1991) and Scandinavian studies 
suggest that university hospitals have better survival rates than general 
hospitals (Hakama et al 1989). This study suggested an approximately 
10% increased chance of survival for patients managed in central 
districts with cancer centres and medical schools. Similar results were 
found in Germany (Mohner and Sislow 1990) and in France (Launoy et 
al 1992). However, declared specialists working in district general 
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hospitals in the North West of England were able to produce similar 
results to declared specialists in colorectal cancer work in teaching 
hospitals (Kingston et al 1992). This last study suggests that high 
quality specialist services can be successfully established in district 
hospitals when specific commitments to them are made. 


Conclusions 


The literature, supplemented by registry studies, indicates significant 
improvements in survival as a result of specialist care for a number of 
cancers both common, moderately common and rare. Not all of the 
studies have been able to adjust adequately for clinical case mix and 
not all were population based. Numbers are restricted in many studies 
and not all of the important aspects of patient management have been 
studied in all studies, presumably because of an inadequate database. 
This makes it difficult to identify those aspects of specialist care which 
are most important in each cancer type. These will differ between 
cancers. For instance, colorectal cancer outcomes may be critically 
dependent on the technical skill of the surgeon; breast cancer 
outcomes may depend more on the mobilisation of a broad experience 
of physicians and surgeons. 


The available literature and Registry data support the case for a 
specialised cancer service although further work is needed in some 
cases to define exactly those aspects of such service which are critical 
for each cancer. 


The data suggest that the impact of specialised care for common 
cancers, and probably for many cancers, can increase long term 
survival by 5 - 10%, a very important clinical outcome. 


Peter Selby 
March 1995 
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